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This research study aimed at exploring the factors affecting the enrollment of NSSF members in health insurance services whereby it was conducted in Temeke which is among big regions in NSSF operations. The statistical data noted within a range of three years from 2013 to 2016 show that only 29.32 percent of the registered members have been enrolled with SHIB, despite the fact that SHIB services are offered freely to the members and their dependants (spouse and children under 21 years) after their three months remitted statutory contributions to the Fund. Due to this scenario, it resulted the researcher to conduct this research study focusing on identifying the level of members’s awareness of the services, examining the members’s perception of the service quality and procedures used in the rendered services. A sample of 110 respondents which included 100 NSSF members and 10 staff was selected and used in the study. Exploratory research design with the adoption of survey strategy accompanied by both qualitative and quantitative methods in collecting primary and secondary data were used in the study.The study findings revealed the presence of shortcomings which included the lack of awareness to the members on the SHIB package services; perception of low quality of SHIB services by NSSF members; and the long manual procedures in the current SHIB services which cause inconveniences to NSSF members. The research study has therefore, recommended to the NSSF Temeke regional management to increase efforts in the awareness campaigns to the members through seminars, TV and radios; improvement of the services qualities and procedures to encourage members to perceive positively the benefits of  the rendered health care services to them through SHIB package.
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This chapter comprises of the background of the study, statement of the problem, research objectives, research questions, purpose and significance of the study as well as the scope of the study in relation to this study titled “The factors affecting enrollment of members in health insurance services - The case of NSSF SHIB – Temeke Region”. 

1.2 Background of the Study
In most countries of the world, especially in African continent, there is a huge hindrance in the attainment of health care services which affects many people. Lack of financial capabilities to most of the poor people in the attainment of health care services have caused them to fail to get the required health care services to them and their entire families (WHO, 2008). However, it has been noted that there are limited policies which have been established to deal with these hindrances in accessing the health care services to the entire population (WHO, 2010). 

In the United States of America , there are two main public health care programs namely Medicare and Medicaid which both were established in 1965 whereby they are supervised  by the federal department of health and human Services (HHS). Medicare is the health program that has been established primarily to serve the retired Americans civil servants who are over 65 years, while Medicaid is a health  program that has been established to provide healthcare services for the poor people. Apart from the above stated coverage scopes, both of them provide health care services to the disabled people segment. Both Medicare and Medicaid covered a population of 80 million citizens (Klein, 2009).

In 2010, The U.S.A government tried at its level best to address some of these health care access challenges with the newly established enacted system known as Affordable Care Act (ACA). This newly enacted system has been geared towards introducing the health care services to reach all citizens (OECD, 2011). However, the coverage of health insurance in U.S.A indicates that since the commencement of the Patient Protection and Affordable Care Act (ACA) in 2010, other provisions have gone into effect at different periods. For example, in 2010, the newly established Young Adult Provision allowed the youth under the age of 26 to be recognized as dependants of the health insurance coverage of their parents. Other enacted provisions commenced on 1st January, 2014 which included among other things the extension of eligibility of Medicaid health insurance coverage and the establishment of health insurance marketplaces (e.g. healthcare.gov). These new operations changes resulted to the increase of coverage rates between years of 2013 and 2014 (Smith and Medalia, 2015).

In Australia, most of the health care services were found to be associated with good clinical outcomes, whereby patients were found to lack some of the recommended health care services to them, and that there were some events which were prevented and thus noted to continue to occur in the health care system (ACSQHC, 2010). However, it has been noted that there was a lack of proper data to measure the  extents of problems occurrences which affected a baseline value establishment whereby in one way or the other could help in measuring the improvement in terms of safety and quality of health care services (NHMRC, 2010).

In recent years, there has been an improvement in both the awareness and investment in safety and quality through Australian health services system. Health services organizations made a great effort to develop and implement policies, educational materials, and processes for improvement of health care services which included among other things the credentials, mortality reviews, incidents monitoring and root-cause analysis (NHMRC, 2010).These changes improved the safety and quality of health care services for patients. Though still there were more efforts which were required to be done so as to ensure that all patients are protected from health diseases problems and hence to be able to attain the highest possible standards of health care services (ACSQHC, 2010).

In Rwanda, the growth of financial accessibility of the citizens to the health services in both rural and informal sector at large was highly enhanced by CBHI. Through CBHI system, it has allowed an easy access to the most of the low class citizens and the rest of the citizens to enjoy the health insurance services without any segregation hence. This achievement was as a result of efforts made through the strong political investment made by the government to ensure that strong foundation for the future success of health care services to the citizens is highly improved (Republic of Rwanda, 2010). 

In Tanzania, the establishment of Community Health Funds (CHF) in 1995 and National Health Insurance Fund (NHIF) in 2001 made the citizens to access the health care services in both urban and rural areas. NHIF was established to enable civil servants working in government formal sector employers to enjoy the health insurance services (WHO, 2008). For the informal sector, there was district based health insurance schemes called Community Health Funds (CHFs) established in every district. The CHF are supported financially by both central and local government to enable coverage of citizens in rural and urban areas (Evans et al, 2008). In addition to that, there are some new established private for-profit insurance schemes and other micro health insurance schemes.

CHF’s facing many challenges which include among other things the shortage of drugs due to the reasons that all the order requests for medicines are channeled to the Medical Store Departments (MSDs) which always fails to fulfill the delivery of medical service requests by 100% as per quantity demanded by those health fund schemes (Humba, 2005). Another challenge of CHF is the absence of management structure (full time staff) as the funds are managed by council health service boards composed of representative from the community, private and public health care providers and district authorities. In other words most of the CHF’s coordinators are performing their duties on temporary basis while they have other responsibilities outside the CHF (Humba, 2005).

In the year 2005, NSSF Corporation established the health insurance services to her members under Social Health Insurance Benefit (SHIB) (Kuwawenaniwa and Borghi, 2012). This benefit is among seven benefits offered by NSSF as it has been stipulated by NSSF act no.28 of 1997.Social Health Insurance Benefit (SHIB) is offered freely to the NSSF members as there are no more deductions made to them apart from 20% deduction of their remitted contributions to NSSF which are comprised of 10% of employees (members) deductions from their salaries and 10% from employers share deductions (NSSF Act no 28, 1997). 

The SHIB services coverage include the principal member, spouse and four children under 18 years or 21 years if they still pursue higher learning studies. Apart from that, the NSSF pensioner is entitled to be enrolled with SHIB services provided that he or she is willing to accept a 6% monthly deduction from his/her pension after retirement (NSSF Act no.28, 1997). Since the SHIB services are provided freely to the NSSF’s members, the Fund’s main purpose is to reduce the burden of financing health care services from both employers and their employees (individual members) and at the same time to support the government efforts in the coverage of health services to the citizens living in different parties of Tanzania (NSSF Act NO. 28 of 1997).

1.3 Statement of the Research Problem
Tanzania as other poor underdeveloped countries is facing the challenge of the eruption of various diseases in the country due to the time economic factor (Wangwe, 1998). As in any other poor countries of the world especially in African continent, the scenario of most citizen especially who are very poor to fail to get health insurance service is still existing and very high where it was noted on the existence of poor health status in Tanzania by the end of 1980’s and early 1995 which was later accompanied by high death rate of citizens (Wenzel, 2011).

In the process of chart out the strategies in alleviating challenges in health sector, the Tanzanian government decided to form strategic long term plans which included among other things the Vision 2025, Millennium Development Goal and National Strategy for Growth and Reduction of Poverty I of 2000 and II of 2010.  All these above stated strategies aimed at improving health services in the country. The improvement of the health care sector was enhanced with the introduction of user fees in the public health care provision system with the good intention of generating additional revenue for the purpose of facilitating and hence improving the availability of quality health care services to the citizen of Tanzania (URT –MoH 1994). 

For the purpose of promoting equity in the access of health care services as a result of introduction of the user fees to the citizens, the mechanism for equity-seeking was initiated for the good intention of protecting the low – income earners who are not able to pay the fees to enjoy the services as others without any exclusion (Mamdani and Bangser, 2004). The strategic efforts made include the establishment of a public exemption and waiver system, introduction of Community Health Fund (CHF), establishment of a National Health Insurance Fund (NHIF) and later on NSSF Corporation came out with SHIB package (URT-MoH 2005, MoHSW 2012). 

Under SHIB package services, NSSF members and their dependants (spouse and children) are enjoying free services as there are no more deduction made to them other than their normal deductions of 20% of remitted contributions which comprise of 10% from employees (members) deductions and 10% from employers share deductions (NSSF Act no 28, 1997). Health Insurance services provided by NSSF ensures access to health care services to the members and their dependants (spouse and four children under 18 or 21 years) if they proceed with higher learning studies.

Despite of the free offered services provided by NSSF under SHIB package to her members and their dependants, the statistics show that only 29.32 % of the registered members have been enrolled under SHIB package services in order to attain health insurance services (NSSF Temeke Annual Statistical Reports, 2013 - 2016). This statistical trend shows that there is a presence of poor response among NSSF members toward the service which resulted to the need of conducting this undertaken research study. This undertaken study is therefore aimed at exploring “The factors affecting enrollment of members in health insurance services – The case of NSSF SHIB- Temeke region” specifically by examining  the members' level of awareness of the offered services, members’ perceptions on the quality of offered services and procedures used to offer health insurance services to the members.

1.4 Research Objectives
1.4.1 General Research Objective
To explore the factors affecting enrollment of members in health insurance services under National Social Security Fund’s SHIB package in Temeke Region.

1.4.2 Specific Research Objectives 
i.	To identify the level of awareness of members on the services provided under social health insurance benefit.
ii.	To examine perceptions of members on the quality of health services provided under the social health insurance benefit. 
iii.	To examine the procedures used by NSSF to offer health insurance services to the members. 

1.5 Research Questions
1.5.1 General Research Question
What are the factors affecting enrollment of members in health insurance services under National Social Security Fund’s SHIB package in Temeke Region.

1.5.2 Specific Research Question
i.	What is the level of awareness of members on the services provided under social health insurance benefit?
ii.	 What are the perceptions of members on the quality of health services provided under the social health insurance benefit? 
iii.	What are the procedures used by NSSF to offer health insurance services to the members?

1.6 Significance of the Study
The study will enhance the improvement of regulations settings in the provision of the required health insurance services to the NSSF beneficiaries (members). The study through the recommended improved services in Social Health Insurance Benefit (SHIB); it will enable the NSSF organization to increase the rate of membership size, hence to surpass the targets in both registration of members and collection of statutory contributions. In the academic arena, this study will geared towards the attraction of other researchers on the need to conduct the research studies, as a continuation of the attained knowledge needed in solving the existing knowledge gaps in various disciplines.

1.7 Scope and Limitations of the Study
The study was conducted in NSSF Temeke region. It was limited to NSSF members and staff. Therefore, the study findings have been focused to the NSSF Temeke region.

1.8. Chapter Summary








 2.1 An Overview	
A Health Insurance service towards the improvement of health sector is not a new phenomenon to many countries and Tanzania in inclusion. This chapter therefore intends to discuss the literatures relating to the health insurance services. The empirical review covered but not limited to how health insurance service benefited the members through different undertaken studies, the strategies used to improve the services as well as the challenges hindering the services. Moreover, this chapter reviews different theories that supported the undertaken study.

2.2 Definitions of Concepts
2.2.1 Perception
Perception as a concept used in this study, is defined as the process of recognizing, organizing, and interpreting the most salient information (Michener, 2004). That means it deals with the human senses that receive signals from the environment through sight, hearing, touch, smell and taste. Apart from that, perception is considered as the process by which people interpret the thing around us, forming a mental of the surrounding environment. In this study, the use of this concept has been focused on how the NSSF members perceive the quality of the offered health insurance services so as to determine their level of acceptance.

2.2.2 Health
The term health as used in this study is defined as a state of being  physical, mental and social well-being fit without any problem concerning with any disease or infirmity (WHO,1948). The healthy person is a person with a normal balance meaning that different parts and functions of the human body are physically fit (WHO, 2010). Since this study intended to focus on the enrollment of members in social health insurance benefit, it means that the study will finally concentrate on how the members become health by fulfilling the state of being physically, mentally and social aspect fit without any health problems. 

2.2.3 Health Insurance Service
Health insurance as a concept used in this study, is defined as a type of insurance that covers the medical treatment costs of an insured person. Depending on the type of health insurance coverage, either reimbursement is done to the insured person who pays costs out-of-pocket or the insurer makes payments directly to the health care service provider. The "provider" is a clinic, hospital, doctor, laboratory, health care practitioner, or pharmacy. The "insurer" is the owner of the health insurance policy. “The insured person” is the person with the health insurance coverage (Rapport, 2015). The study focused on health insurance provided by NSSF to her members under SHIB package. This means that, NSSF covers the medical expenses on behalf of her members who have been enrolled under SHIB package services. 

2.2.4 Social Health Insurance Benefit (SHIB) under NSSF
NSSF introduced SHIB package as one of the benefit, she offers to her members. Enrolled members under SHIB package benefit from health services through the financing of their 20% statutory contributions paid to NSSF and that there are no more additional cost (NSSF act no. 28 of 1997). This benefit is free to all Funds’ members. Objectives of SHIB package services are to meet the legal requirements of NSSF Act no.28 of 1997 by supporting the Government’s efforts to cover the citizens in the attainment of healthcare services by providing medical support to the insured person and his/her dependants and  reduction of burden to the employers on treatment expenses of their employees.

 SHIB services cover insured person, spouse and four biological children below 18 or 21 years if they still pursue full time education. In order to qualify for SHIB services, a member is required to contribute to the Fund at least three months contributions. Members have access of service after stoppage of contributions for three months and in case of pensioners, they can enjoy the services if they are willing to be deducted a 6% of their pensions. SHIB Department is headed by SHIB Administration Manager (SHIBAM) who is under Director of Operations. SHIBAM is assisted by Principal Officers who work together with Senior Operation Officers and Zonal SHIB officers. The senior officers manage the accreditation of medical providers and reports from SHIB zone officers and medical providers who provides health services to the members (NSSF, 2016).
 
However, employers remain with their primary responsibilities of covering their employees with health services apart from SHIB services coverage under NSSF. Enrollment for SHIB beneficiaries is carried out through NSSF Field Offices. The insured person is required to submit properly filled enrollment forms (Form SHIB 3) in triplicate copies together with his /her marriage certificate, birth certificates for the children, 3 Passport size photographs for each, beneficiary and any other document as may be requested by the Fund. 
For the purpose of making payment through capitation system, each beneficiary should enroll to only one accredited medical provider within one year in order to access health service. Medical care services provided under health insurance scheme is intended to cover restoration, improvement and maintenance of the insured person and dependant. There shall be contractual service agreements between the accredited medical providers and the Fund in the provision of health services.

2.3 Theoretical Review
2.3.1 Customers’ Awareness of the Product/ Service	
MacDonald and Sharp (2000) pointed out that consumers may be familiar and willing to purchase a product in market place , but still brand awareness is an important factor which is needed to influence their decision to purchase a product. When consumers are in the process to purchase a product, and a brand name is in their minds, it then signifies that the said product has high brand awareness to the consumers. Consumers’ purchase decision can be influenced by the product’s brand awareness (Dodds, 1991; Grewal, 1998).This situation clarify that why a product whose brand awareness is high depict the possession of high market share and good quality evaluation in the market place.

Aaker (1996) defined brand awareness as the recognition and recalling ability of a brand by a consumer in different situations. Awareness of a brand consists of a recalling and recognition of a brand. Recall of a brand means when a consumer sees the product category, he or she recall a brand name exactly. Brand recognition of brand means a consumer has the ability to identify a brand when there is a brand cue. Normally, consumers can discuss about a brand correctly if they ever saw or heard about it.

Apart from that, Hoeffler and Keller (2002) pointed out that awareness of a brand can be differentiated from depth and width. Depth means a situation when   consumers are able to recall or identify brand easily while width refers a situation when consumers purchase a product, a brand name will stick in their minds at once. If a product owns a brand depth and width at the same time, consumers will stick in their minds on that brand specifications when they will be in a process to purchase a product. That is to signify that the product has higher brand awareness. In real sense, brand name is the most salient element in the brand awareness (Davis, 2008). In addition to that, brand awareness will influence consumers in their purchase decisions through association of brand, and in circumstances when a product owns a good brand image, it will then help in carry out strategic marketing activities (Keller, 1993).

Kangis and Passa (1997) conducted a study which came up with the findings of a small scale survey study which was undertaken with a view of establishing the extent to which customers of retail banks were influenced in their expectations of quality and perception of services received as a result of their awareness of service charges imposed by the banks. The Findings of the survey study revealed that customers who were aware of banking charges had higher expectations of quality services and hence perceived to receive a higher quality services than those who were not aware.

2.3.2 Customers’ Perception of Service Quality
Dagger (2007) conducted a thorough study on multidimensional hierarchical scale for measuring health service quality and investigation of the scale’s ability to predict important service outcomes namely service satisfaction and behaviour intention. From a qualitative study, data were collected  from  three different field of studies of health care patients in two different health care contexts namely oncology clinics and a general medical practice. Service quality was found to tally with the structure of the hierarchical model in all three samples. 

The research study came up with nine identified sub dimensions driving four primary dimensions, which in turn were found to drive service quality perceptions. The primary dimensions were interpersonal quality, technical quality, environment quality and administrative quality. The sub dimensions were interaction, relationship, outcomes, expertise, atmosphere, tangibles, timelines, operation and support. The findings also supported the hypothesis that service quality has a significant impact on service satisfaction and behaviour intentions and that service quality mediates the relationship between the dimensions and intentions.

Lee (2000) conducted a study on the determinants of perceived service quality and their relationship with satisfaction where they dealt with three issues which firstly, they compared the gap model with the performance model. Secondly, they investigated the direction of causality between service quality and satisfaction. Lastly they examined on whether the influences of some dimensions of service quality vary across service industry types. The results of the study revealed that the performance model appeared to be superior to the gap model. In addition to that, the results show that perceived service quality resulted to the customers’ satisfaction. Finally, tangibles appeared to be more important factor in the facility/equipment – based industries, whereas responsiveness was found to be more important factor in the people –based industries.

Sandhu (2001) conducted a study on customers’ perception towards service quality of life insurance corporation of India whereby data were collected from 337 customers from three cities of Punjab and hence finding of the study revealed that the five factor construct was improved to seven factor construct representing proficiency, media and presentation, physical and ethical excellence, service delivery process and purpose, security and dynamic operations, credibility and functionality. Apart from that, the study also investigated the relationship between each of the generated service quality dimensions and customer overall evaluation of life insurance quality where it was revealed that among seven factors mentioned, three of them which include proficiency, physical and ethical excellence and functionality had significant impact on the overall service quality.

Akbaba (2005) investigated the service quality expectations of business hotels’ customers, where he examined to determine if the quality dimension included in the service quality model is applicable in an international environment through searching for any additional dimensions that should be included in the service quality construct, and hence measure the level of importance of each specific dimension for the customers of the business hotels. The findings of the study revealed that five service quality dimensions namely tangibles, service supply adequacy, understanding and caring, assurance and convenience all influenced the high expectation to the customers (business travellers). The study concluded that although the service quality scale was a very useful tool as a concept, it needed the adaptation for the specific service segments and the cultural context within which it was applicable.

Ahmad et al (2010) conducted a study to examine the perception of customers of banks regarding service quality of the Islamic and conventional banks in Pakistan where data were collected from 720 bank customers. Findings of the study revealed that the perception of customers of Islamic banks regarding service quality is higher than those of conventional banks. The study also identified that there is a significant difference in perception of service quality of male and female customers of Islamic banks than in conventional banks. In addition to that, the study revealed to have implications for bankers, policy makers and academicians. For bankers and policy makers, it enabled them to make effective and quality oriented service plans so as to have satisfied customers for long term benefits. For academicians, it has helped them to conduct research studies in the banking sector for attaining various theory and practice to analyze the quality of services for the purpose of increasing customers’ satisfaction of delivered services among bank customers.

2.3.3 Customers’ Service Processes
Bolumole et al (2003) conducted a study on customer service management process where they defined customer service management as the supply chain management process that represents the firm’s intervention to customers. The process is the salient point for administering product and service agreements developed by customer team as a part of the customer relationship management process. The goal is to provide a single source of customer information such as product availability, shipping dates and order status. Customer service management requires a real-time system to respond to customers inquiries and facilitate order placement. At the end, the activities of each strategic and operational sub-process were detailed, evaluation of the interface with the business functions, together with other supply chain management processes and description of examples of successful implementation.

Pekkola et al (2016) conducted a study on exploring the added value through the service process where a comparative multiple case study was done, which concentrated in three steps which include firstly an evaluation on how the service process of the market leader differs from the other actors’ processes and whether it explains the success of the market leader ; secondly is to identify the success factors of the service process, and thirdly is to test and analyse on how the mystery shopping method works as a measurement tool to evaluate the service processes including the quality of such processes. The study focused on the service processes of seven kitchen fitments stores in Finland. The mystery shopping method was used where it revealed the success key factors which can help the companies to improve service quality among other competitors.

2.4 Review of Relevant Theories 
2.4.1 Self Awareness Theory 
Self-awareness is the personal ability to take oneself as the object of thought where people can think, act, and experience (Duval and Wicklund, 1972). Duval and Wicklund proposed that at any given moment, people can focus attention on themselves or on the external environment. Focusing on themselves enable them to do self-evaluation. When people are self-focused, it gives them a room to compare themselves with the correct standards that in one way or the other specify how they ought to think, feel, and behave. The process of comparing themselves with the set standards allows them to change their behaviours and hence experience either satisfaction or dissatisfaction. Self-awareness is thus a salient mechanism of people’s self-control, and thus why in this undertaken study, it has been useful since the identification of level of awareness was among the objectives of the study needed to be observed for finding the solution to the research gap.

2.4.2 Self Perception Theory 
Bem (1972) who found a self-perception theory pointed out that, individuals come to know their own attitudes, emotions, and other internal states partially by translating them from the observations of their own as a result of behaviour and the circumstances in which that behaviour occurs. To clarify on this scenario, if it happens that internal cues are weak, ambiguous, or un-interpretable, the individual is functionally in the same position as an observer who must necessarily rely upon the similar external cues to align with the individual’s inner state. 

Normally, people decide on their own attitudes and feelings from looking at themselves behave in various situations.  This signifies that how changing people's attitudes happen only when two factors are present which then result them to be in a state of being aroused, feeling the discomfort of dissonance and thus attribute the cause of this scenario to their own behaviours and attitudes. Due to that, the theory was useful in this study, since it included fact finding methods which included self-interviews and questionnaires to articulate the respondents’ perception of the rendered health services to the customers.
2.4.3 The Theory of Demand for Health Insurance 
Nyman (2002) through the book titled “The Theory of Demand for Health Insurance” came out with the conventional theory holding that peoples use insurance for the purpose of paying a small premium to cover the risk of sickness and hence paying a large medical bill. Conventional theory signifies that any additional health care that consumers purchase through insurance coverage is not worth the real cost of producing it. And that, people use insurance to obtain additional income in case they become ill. 

In effect, insurance companies use a pooling and risk principle though the act to transfer insurance premiums from the people who are healthy to those who become sick. This additional income generates purchases of additional high-value care, often allowing sick persons to obtain life-saving care that they could not otherwise afford. This theory was important in this study, since the main emphasis was to encourage members to join the SHIB services so as to enjoy free health insurance services with their dependants (spouses and children).

2.3.4 Health Belief Model
The health belief model (HBM) as it has been illustrated in Figure 2.1 is a model that illustrates the psychological health behaviour change which has been developed to explain and predict health-related behaviours especially in the uptake of health services. This model was developed in the 1950s by social psychologists called Hochbaum, Rosenstock and Kegels at the U.S.A Public Health Services and remains one of the best known and most widely used theories in health behaviour researches (Janz and Becker, 1984). This model depicts that people's beliefs on health problems, perceived benefits of action and barriers to action and self-efficacy elaborate on engagement (or lack of engagement) in health-promoting behavior (Carpenter and Christopher, 2010). A stimulus, or cue to action must also be present in order to trigger the health-promoting behaviour.

It is believed that, Health-related behaviours are also influenced by the perceived benefits of taking action. Perceived benefits refer to an individual's assessment of the value or efficacy of engaging in a health-promoting behaviour so as to decrease risk of diseases occurrences (Glanz and Bishop ,2010). If an individual believes that a particular action will reduce susceptibility to a health problem or decrease its seriousness, then he or she is likely to engage in that behaviour regardless of objective facts regarding the effectiveness of the action.

However the model sticks that, health-related behaviours are also a function of perceived barriers in taking action. Perceived barriers refer to an individual's assessment of the hindrances to behaviour change (Glanz, 2008). Even if an individual perceives a health condition as threatening and believes that a particular action will effectively reduce the threat, barriers may prevent engagement in the health-promoting behaviour. In other words, the perceived benefits must outweigh the perceived barriers in order for behavior change to occur. 









Figure 2.1: The Health Belief Model
Source: Janz et al (1984).

2.4.5 Service Quality Theories
Service Quality Theories as stated by Senge and Oliva (1993) have summarized the original basic model for capacity-quality-cost interactions into a generic theory for application in diverse service industries. The following propositions summarize this theory:
i.	Quality of service is always difficult to measure since quality is intangible and subjective.
ii.	Therefore, there is a tendency for services businesses to use more measurable items such as expenses and production figures for managerial decisions.
iii.	This subsequently leads to a systematic bias towards underinvestment in the ability to provide services at a given level of quality (service capacity). Service capacity can be described as a function of number of people, experience levels, skills and infrastructure. And therefore measuring service capacity on expenses and productions figures may be unrelated to service quality.
iv.	As a result of this underinvestment there are numerous consequences: low levels of service relative to what is a possible, high cost of poor quality, low customer loyalty, high turnover of service personnel and average financial performance.
v.	Underinvestment in service capacity is affected by eroding operating standards, so that customers and patients come to expect ‘average’ service and measure current service based on previous experience and not on absolute standards.
vi.	As industries continue this cycle of underinvestment and decreasing standards, industry norms which reinforce expense control mechanisms become more influential in shaping individual firm decisions.

This generic theory has been explained in a systems feedback model which simulates the application of this theory (Senge and Oliva, 1993).Subsystems of service backlog, quality/time pressure and service capacity are all interlinked in either direct or indirect mechanisms. The response from the market also plays an influential role on these ‘internal’ subsystems. In this illustration it is easy to understand the ‘knock-on’ effects of underinvestment in relevant service quality measures due to the feedback interaction between the different subsystems within an organization. Due to that, the theory was useful in the study since it will help on identifying the new strategies that can be applicable in improving health insurance services. 

2.5 Empirical Analysis
Quaye (2004) conducted a study to determine the different healthcare marketing and financing initiative strategies introduced in Kenya, Tanzania and Uganda in early 1990s, where he examined on how these initiatives have been effective in the achievement of the major goals of access, equity and efficiency in health care services to the citizens. His study revealed that direct methods of using cost sharing system in health services had more negative impacts on the delivery of health services among the poor families with low incomes in these countries. He suggested that in order to increase an availability of health services to the poor people, a moderate social health insurance scheme suited to the needs of the poor people should be established and implemented by pension funds, insurance companies and government agencies in these countries.

Mtei and Mulligan (2007) conducted a study to determine the effectiveness of community health funds strategies in Tanzania and found that only few people in both rural and urban areas have joined community health funds due to poor members’ enrollment strategies of the fund. To increase members’ enrollment to the fund, they suggested that management of the funds to formulate and implement proper strategies hence to increase membership coverage. Fekadu (2010) in the study on the assessment of clients’ satisfaction with health services rendered at Jimma University Specialized Hospital in Ethiopia considered client satisfaction as one of the desired outcomes of health care and it is directly related with utilization of health services. 

A cross sectional study was conducted in March, 2010 on a sample of 422 service users of the hospital using systematic random sampling technique whereby it was revealed that there was a higher clients’ dissatisfaction level during the study as compared to the previous studies conducted in the same hospital as well as other similar studies in the country. The noted deficiencies in the delivered health services included among other things the lack of drugs and other medical equipment supplies, poor information provision, long waiting time for service attendance, poor cleanliness, lack of privacy and inadequate visiting hours which were found to be the major causes of service user dissatisfaction. Therefore, the study suggested that the hospital management should understand these weak points of services areas and hence to plan for better service delivery strategies to the esteemed customers in the future.

In Tanzania, Mwerinde ( 2011) conducted a research study on the assessment of factors leading to customer dissatisfaction exploring those factors leading to members’ complaints in social security scheme. She used a case study design at NSSF due to the reason that it is a leading social security scheme in the country as per her membership size and coverage. The sample size of 100 respondents was drawn from Ilala and Kinondoni offices. Both Primary and secondary data were used to accomplish the study whereby questionnaires were issued and some customers were interviewed. The results were summed up and the conclusion was drawn whereby it was revealed that it is true that there were members’ complaints against delivered services and products issued by NSSF. The results indicated that the factors leading to such complaints included among other things the delay in paying members benefits, poor customer care,  failure to create members’ awareness on their rights, poor data quality and non-compliance of employers in remitting their statutory contribution to the fund. She recommended the usage of strategies  like proper allocation of resources, staff training, data clearance and policy improvements so as to meet members’ expectation.

Lupimo (2006) conducted a study which aimed at exploring importance of service quality and customer satisfaction as well as factors for improvement of service delivery by the government executive agencies. The study focused on the investigation of service quality factors that are of importance to customers when evaluating service quality and customer satisfaction on the delivered services. The study also aimed at investigating the firm’s awareness on important factors to customers and strategies that are placed to ensure the improved service delivery and strategies that the management can initiate to improve the quality of services and hence increase customer satisfaction. 

The study findings show that, the customers consider all service quality factors in the process of evaluating service quality. However, some factors such as competence of employees, equipment and timeliness are given a first priority in the evaluation process. Other factors are firms relationship with customers, customers income levels and management culture. Lupimo concluded that, management should build culture of conducting customer survey regularly so as to understand customer needs and hence to narrow down the existing gap.
Trygve (2015) conducted a study on the associations between primary healthcare and unplanned medical admissions in Norway specifically in a multilevel analysis of the entire elderly population by using cross-sectional population based study involving 430 Norwegian municipalities in 2009 where it was found that coverage in healthcare is universal. The national health system has been built on the principle which enables equal access for all citizens regardless of their different socioeconomic status, ethnicity and area of residence. The European Union (EU) residents have thorough common agreements that enable them to have similar rights of accessing the health care services as Norwegians and other residents with a permit to stay and work in Norway. Other foreigners are charged with full medical expenses.  Apart from that, it was found that private health insurance companies are growing at a slow pace as statistics show that only 7 percent of the population have been registered with them (Petersen, 2014).

Kaseje (2006) in the paper titled “Health Care in Africa: Challenges, Opportunities and an Emerging Model for Improvement” signifies that South African country after marking her 20 years since attaining the independence in 1994 , her healthcare system has been experiencing the legacy of inequalities of the oppressive apartheid regime. Inequalities in infrastructure and resources are at the core health care problems in South Africa (Kaseje, 2006). Statistics shows that the Republic of South Africa has been ranked in the second place in the world on income distribution but unfortunately there is lack of availability of public health care resources which reflect poor scenario among citizens. It has been emphasized that service delivery quality in the healthcare sector is an important focus of the white paper in the transformation of public services (Republic of South Africa, 1995). 

Connolly(2002) in his article titled “South African health care  system in transition” presented  in Global Health Council indicates that, the South African health care system is organized in a three-tier manner; the National Department of Health (hereinafter: NDoH) which oversees national legislation and sets use of fee schedule; the Provisional Department of Health (hereinafter: DoH) which holds operational decision making authority including healthcare delivery and finance; and District authorities who have local control of public health services (McIntyre, et al(1998) and Connolly(2002)). The decentralization nature of the South African health system is so designed in order to allow customization of the services and procedures to best fit the culture of that specific region (Connolly, 2002). 

The local government health department provides preventative support and rehabilitative primary health care services with an emphasis on communicable diseases. Understandably, the South African healthcare system is currently under a large amount of strain (Hugo and Loubser, 2005; WHO, 2013). Apart from structural resources and skilled workers (NDoH, 2012), South Africa is experiencing what has been described as quadruple burden of disease which include non-communicable diseases, high maternal and child mortality, violence and injuries and HIV/AIDs and TB (Coovadiaet al,2009 ; NDoH, 2012). In the paper by Katie and Dutta (2015) titled “Prospect for Sustainable Health Financing in Tanzania” shows that, Tanzania faces serious challenges in the improvement of health and welfare of its citizens. The governing ministry of Health, government partners, the donors and civil society have collaborated in the implementation of all health matters to be delivered to every citizen in the country.  

The ministry of health made the great efforts to make sure that salient services which include prevention of mother-to child transmission of HIV from mothers to child during birth are well controlled, the implementation, monitoring and evaluation of the new treatment ways for epidemic diseases like malaria  , special training program of integrated management of childhood illnesses (IMCI) to all hospitals in the country (MoH, 2004a).These achievements are impressed despite of the difficult scenario of funding limitations in the health sector due to the fact that the allocation to the health sector has been noted to increase slowly over recent years, from 7.5 percent in fiscal year (FY) 2000 to 8.7 percent in FY 2003, which is low in relation to the Poverty Reduction Strategy (PRS) projections and to the Abuja commitment of 15 percent (MoH,2004b).

Cumming (2014) conducted a study to review a New Zealand health care system which was revealed to be controlled and financed by the public sector, government-funded and appointed entities dominate governance structures. The statistics show that the country’s public spending is derived from the taxes, where it has been noted to be accounted at the 82.7 percent of the total health spending (10% of GDP) in 2011 (OECD, 2014a) .It’s distributions has been done whereby 80 percent has been directed to the District Health Boards using a weighted, population-based funding formula, and the remaining 20 percent has been directed to the health care service providers which include Accident Compensation Corporation (ACC) which is the  insurance scheme that provides funding for accident and injury care; and other central, regional, and local government services. For the private health care, the health insurance is offered by nonprofits, friendly societies and other companies whereby it accounts for 5 percent of total health expenditure which are mostly used to cover cost sharing requirements, elective minor and major surgeries, outpatient consultations and faster access of urgent treatment. About one – third of the population has enjoyed private health insurance whereby the insurers pay the providers depending on the specific companies’ maximum payments ceiling standards. 

2.5  Research Gap
Reviewed literatures concentrated on how different countries of the world covered their citizens in the attainments of the healthcare services, which include among other things the achievements and challenges in the processes of provision of health care services to their citizens and integration of insurers in health sector. However, the situation has been quite different with the NSSF members in Tanzania whereby apart from having the opportunity to access free health insurance services through their membership with NSSF scheme, still their rate of enrollment is very low which in one way or the other indicated the presence of the knowledge gap which then triggered the need to conduct this research study.

2.6 Conceptual Framework












Figure 2.2: Conceptual Framework
Source:  Adopted from Health Belief Model (HBM) and modified by the      
               Researcher (2006)

The resulted outcome of either positive or negative perception of quality of services will determine the enrollment pace of members in SHIB package services. Apart from that, perceived barriers like lack of adequate awareness of the SHIB package services and enrollment procedures may result to the low enrollment pace of the members.  For instance for the issue of awareness factor, there might be  some NSSF members who still believe that by joining with SHIB package services may result into more deductions of their  monthly contributions to Fund (NSSF) apart from their normal deduction (20% rate) as it has been stipulated by NSSF act no. 28 of 1997. While some other members may not be aware of the presence of the said SHIB package services.

Similar to that, for the issue of enrollment procedures whereby due to the payment of members’s services which are done using capitation system in only one accredited medical provider (hospital, health centre) whereby members are also required to be treated in only one accredited medical provider, this also may cause  low enrollment pace in SHIB services. In addition to that, most of the procedures are still done in manual forms which include filling of SHIB forms in triplicate copies accompanied with the attachments of marital and birth certificates which sometimes results into pilling up of the records and hence cause difficulties in searching the required members’s records once they are need during service periods. All the above stated aspects may result into perceived barriers and hence caused to the hesitation of the members to join with the SHIB services which later on, may result for them to decide to find the alternative services provided by other public/ private health insurance organizations like NHIF, Strategis, Medex and others.

2.7 Chapter Summary 








This Chapter enlightens the methods and techniques that were used in the undertaken research study. The sections include the salient features which are research approach and design, study area and its characteristics, study population, sampling techniques and sample size, research instruments, validity and reliability, study instruments, data analysis procedures as well as ethical considerations.

3.2 Research Approach and Design
The quantitative and qualitative approaches were used to get the in-depth information related to this study. This helped also in attaining the valid information on the strategies used by NSSF to offer the services, the set strategies by the organization on improving the services, as well as the attained benefits by the organization in the improvement of the services. Qualitative approach was used because it gives the opportunity to explain and describe the phenomenon as perceived by the participants from the organization. Creswell (2003) states that, qualitative approach gives the room for the researcher to get the respondents’ personal views in gaining deeper and clear understanding of their knowledges, experiences and feelings. With qualitative approach, a researcher talked with people about their experiences and perceptions through interviews and observation (Parton, 1990). 

The study used exploratory research design with the adoption of survey strategy which focused on how NSSF members are in all programs, planning and procedures of ensuring that, they benefit from the Health Insurance services offered by the fund. 
Crotty (1998) explained that there are many research designs of which the researcher may decide on a proper method which will be preferably in the collection and analysis of data for his/ her research project. Neuman (2000) defines a research design as a plan for collecting and utilizing data so that the desired information can be obtained. 

Various researchers such as De Vaus (2001), Cresswell (2009) and Selltiz (2009) define a research design as the conceptual structure within which research is conducted which results into the blue print for the collection, measurement and analysis of data. According to Kothari (2004), a research design constitutes what, where, why, when, how and by what means concerning the study.  Research design considered the inclusion of the salient features which include the purpose of the study, the nature of the main objective of the research study and the availability of the resources. The study also employed cross-section time horizon to interpret and appraise the members’ in context (Eisner, 1991). The importance of cross-section time horizon is that, it takes a snapshot of a population at a certain time, allowing the conclusion about the phenomena cross a wide population to be drawn (Shuttleworth, 2010). 

The purpose of this study is to find out the factors affecting enrollment of members in health insurance services – The case of NSSF SHIB- Temeke region.  The cross-section time horizon captured data at a single point in time from a large population. The interaction with participants enabled the study to draw new data and recommending on the factors affecting NSSF members in their enrollment in health insurance services offered to them, the challenges encountered by NSSF management in the process of offering the services and the strategies to be used to overcome those challenges and hence to improve the services. Also, Cross- section time horizon gave the researcher opportunity to use both qualitative and quantitative data in order to find data and characteristics about the population or phenomenon that is being studied. 

3.2 Study Area
This study was conducted in Temeke District. Temeke District is located in the southern most of five districts in Dar- es- salaam together with Kinondoni and Ubungo to the far north of the City and Ilala in the downtown of Dar- es - salaam. To the east is the Indian Ocean and west is the coastal region of Tanzania. The study selected NSSF Temeke because it is among three big NSSF regions that comprises of huge number of members.

3.3 Study Population
Temeke municipal council has a population of about 1,368,881 people as per 2012 census (National Bureau of Statistics, 2012).  Up to July 2016, NSSF Temeke had 121,628 members. The respondents (study population) for this study were picked from NSSF members, staff members. 

3.4 Sample and Sampling Procedures
3.4.1 Sampling Design
Sampling is a method of selecting experimental unit from a population so that decisions can be made in relation to that population (Kothari, 2009). Sampling design is a design or a work of plan that specifies the population frame, sample size, sample selection and estimation method in detail. The objective of sampling design is to know the characteristics of the population. Sampling design is sometimes used in a clearly sense with reference to a given frame as the set of rules or specifications for the drawing of a sample in an unequivocal manner (Kothari, 2004).

3.4.1.1 Sampling Unit 
The study involved 110 respondents from NSSF Temeke region. 100 respondents were randomly selected from NSSF members, while the rest 10 respondents were selected from NSSF staff and these were purposively selected due to the knowledge and experiences they have on the offered services under NSSF organization.

3.4.1.2	Sample Size
For statistical analysis, a sample size of 110 respondents was picked to be used to obtain information required in the undertaken research study. 100 respondents were NSSF members; the rest 10 were from NSSF staff. Bailey (1994) reported that for research studies in which statistical analysis is to be done, a sample of greater than 30 (>30) is enough regardless of how small or big the available population size.  For this reasons, a selected sample size of 100 respondents from among NSSF members was used in this study.
The following formula was applicable in identifying 100 NSSF respondents:-
                              n =                       n =
Where; n = Sample size= 100
	 N = Population of 121,628
	 e = Level of precision (sampling error) 10% or 0.1
3.4.1.3	Sampling Frame
The sampling frame is also known as the “source list”. It contains the names of all items of a universe according to Kothari (2004). It is the frame which shows how the sample was drawn from the population. It is presented in a form of table as it can be revealed in the Table 3.1 

Table 3.1: Sampling Frame
Respondent and place to be taken from	Number of respondents	Sampling method
NSSF members	100	Random sampling
NSSF staff	10	Purposive sampling
Source: Field Data (2016).

3.4.2 Sampling Procedures
The study used both purposive and simple random sampling procedures as techniques for sample selection for the undertaken study.

3.4.2.1	Probability Sampling 
In order to generalize the findings, the research study employed probability sampling to select NSSF members from NSSF Temeke in such a way that, every member had an equal chance of being selected. The research study also used simple random sampling because it is not biased to any member of a population and it is simple to collect the information. In order to obtain 100 NSSF members, the list of all NSSF members were taken. Then, the list of NSSF members were divided into groups of 1216 where only 100 groups were formed. In each group only one member was randomly selected to comprise the total representative sample.  
3.4.2.2	Non-Probability Sampling 
The study employed non probability sampling to obtain experienced respondents from the field of study whereby purposive sampling was used to select 10 NSSF staff basing on their knowledge and experiences on the health insurance services offered by NSSF organization to its members. This was helpful in attaining the accurate and relevant information. Moreover, the same technique was used in selecting the areas of study. 

3.5 Data Collection Methods
Creswell (2005) defines the data collection as the process of gathering and measuring information on variables of interest, in an established systematic fashion that enables a person to respond to the stated research questions, test hypotheses and evaluate outcomes. This study used both primary and secondary data collection methods to ensure that data collected are valid and reliable.

3.5.1 Primary Data Collection
This study carried out a cross-section time horizon to obtain primary data. The primary data collection involved collection of data which had never been collected before, and thus the study collected fresh data from the study populations. This study applied triangulation methods in data collection which including the following:- 

3.5.1.1	Structured Questionnaire
Questionnaires were administered to the members of NSSF involved in the study. Questionnaires were administered and filled by the respondents. The structured questionnaires consisted of closed questions which were designed using both Kiswahili and English languages to give out the ample room for respondents to use their language of choice. 

3.5.1.2	 Interview 
Interview is a fact finding technique which is used for getting the participant’s experiences. The interviewer can pursue in-depth information from the interviewee around the topic of the research study. Interviews may be useful as follow-up to the certain respondents of the questionnaires, e.g., to further investigate their responses on the posed questions (McNamara, 1999). In this study, interview method was used to collect the information from 10 NSSF staff who were involved in the study.

3.5.2 Secondary Data
Secondary data were collected through documentary reviews where relevant observed reports, journals, textbooks; articles, published papers and electronic libraries were reviewed. Enon (1998) explained that, documentary review method involves attaining the information by careful studying written documents. In this case, documentary review was the major method of gathering information to support primary data. Documentary review was geared towards obtaining data related to statutory and policy issues like health sector which is supported by the government through its policies in order to improve the citizens’ livelihood, the policies guiding poverty eradication and households’ development. Documentary reviews have also been used for understanding the background of the problem.

3.6 Validity and Reliability
3.6.1 Validity
Validity refers to the extent to which is concerned with whether measurements provide information needed to answer research questions (Cooper and Schindler, 2003).  Thus it enables to ensure that the validity of the information from various sources was merged in the undertaken study. The information for this study was collected from different groups of respondents including NSSF members and management /staff of the area of jurisdiction of NSSF Temeke region.

3.6.2 Reliability
Reliability refers to the quality of measurement that leads to repeatability and accuracy of the answers to the questions. It is generally difficult to achieve reliability in qualitative studies due to difficulties in replicating the identical phenomena of the original study (Robson, 2002). In this study, reliability was improved by employing triangulation of research approach such as interviews, documentary review and administered questionnaires. 

3.7 Data Organization, Analysis and Presentation
Data analysis plan basically started from the beginning of the field study especially during the interview, questionnaires. The processed data were coded before analysis and interpretation. Descriptive statistics from open and close-ended questionnaires and interviews were organized to look across all sample population’s responses in order to identify consistencies and differences. Using the software package for social science (SPSS) version 16 and Microsoft excel (2007), all the descriptive statistics from each question were put together and analyzed to describe the relationship between pairs of variables including factors affecting enrollment of members in SHIB services (independent variables) and the enrollment of members in SHIB services (dependent variables). The analysis of descriptive statistics enabled the study to recommend for effective solution to the problem. 

The information obtained from different respondents was well organized from the raw data to information, from information to fact and from fact to knowledge. The knowledge was expressed with statistical degree of confidence. The study was ensured that the collected data and information are processed scientifically before carrying out the analysis. The study applied coding arrangement to create codes and scale from responses, which were summarized and analyzed. Pictorial presentation using tables and graphs were used for presentation of data to simplify and clarify research data. The purpose of each table or graph was to simplify the summarization, interpretation and communication of the meaning of the data. Despite the number of standardized forms for presentation of data in form of table or graph, the study improved them hence added the meaning of the data presentation. The increased use of computer technology in research is significantly paramount in tabulation and statistical analysis. 

3.8 Ethical Considerations
Dawson, (2003) pointed out that the researchers are not able to conduct their projects successfully without the support of other people, and that it is expected that if those researchers expect them to avail their valuable time, it is expected that the researchers should offer something in return. But the researcher in this study did not offer any financial reward to any participants for the information availed from them. The researcher explained to the respondents on the purpose of this research study until they reach the consensus of participating in this undertaken study without any remuneration.
i.	For this reason, the researcher followed the principles advocated by (Seale, 1998) by ensuring the following:-
ii.	People were not forced to participate in the research
iii.	Participants were fully informed of the procedures to be followed.
iv.	Special care was taken to the participants in order to avoid any future inconveniences to them e.g. confidentiality of the availed information.
v.	Acknowledgement was given to the people who participated with full support to the researcher so as to enable him accomplishing the undertaken research study successfully.

The participants who participated in the interviews were neither forced nor disturbed in any way nor their privacy were not disclosed (Mouton, 1996). All the participants were assured that their names will not be disclosed, and thus the researcher referred them as participants no.1, 2, and so on (Leedy and Ormrod, 2001). The participants were informed of the nature of the study and were given the choices of their involvement in the research study. They were also informed that if they agree to participate, they will retain the right to either to remain or withdraw from the research study at any time (Leedy and Ormrod, 2001). All the information obtained by the researcher was listed in the body of literature and quoted references. 

3.9 Chapter Summary























4.0 DATA PRESENTATION, ANALYSIS AND DISCUSSION
4.1 Overview
This chapter highlights the study findings, analysis and discussions based on the study. The analysis of the collected data basically focused on achieving the research study responses of the stated specific objectives. However, the demographic profile of respondents has been provided in detail which including their marital status, age, gender, and the level of education.  In the discussion on the study findings, different literatures were reviewed purposively to ensure that the findings obtained from the field are well supported. Finally the chapter ended with a brief summary.

4.1 Demographic Profile of Respondents
Table 4.1 illustrates demographic profile of the respondents which include sex, age, marital status and levels of education of the respondents. The main rationale is to provide a snap shot of the respondent’s information regarding its impact in this study.

As presented in Table 4.1, the study considered the issue of gender aiming at ensuring the validity of the information provided. The study findings indicate that, male respondents were 52 which represent 52 percent of the total respondents where as female respondents were 48 which is also equivalent to 48 percent of total respondents. It is evident that, gender issue was highly considered as a means of ensuring that both sexes participated to a large extent in providing necessary information in the undertaken study “The factors affecting enrollment of members in health insurance services operated under NSSF’s SHIB package. 
Table 4.1 : Distribution of the Respondents according to their Sex, Marital
                Status, Education and Employment
Demographic factor	Frequency	Percentages (%)
         Sex	 	 
           Male	52	52
           Female	48	48
Total	100	100
         Age 	 	 
18 to 29 years	35	35
30 to 39 years	53	53
40 to 49 years	12	12
50 years and Above	0	0
Total 	100	100
        Marital Status	 	 
          Single	39	39
          Married	61	61
          Separated	0	0
          Widow	0	0
Total	100	100
        Level of Education	 	 
          Primary	0	0
          Secondary	13	13
          College	48	48
          University	39	39
Total 	100	100
       Employment Status	 	 
          Public 	29	29
Private 	62	62
         Informal	9	9
Total	100	100
Source: Field Data (2016).

Furthermore, gender issue was considered in order to cross-check if females have been segregated into being members of NSSF as compared to the males. The above stated scenario gives an indication that, both women and men have equal chances of being registered with NSSF as well as enjoying benefits services like SHIB package operated under NSSF scheme.Moreover in this study, the respondents’ ages were considered to a large extent. The findings in Table 4.1 indicates that respondents aged group between 30 and 39 was the leading group constituting of 53 percent of the total respondents followed by the group aged in between 18 and 29 with 35 percent and lastly 12 percent representing the group of respondents in between 40 and 49. Main rationale of selecting the above age range scale is to determine the level of experience each respondents have in the field of health services. 

The study went further by looking on the marital status of the respondents aiming at cross-checking on if it has an influence toward being a member of SHIB scheme. The findings as presented in Table 4.1 show that, majority of respondents of about 61 percent were married while the rest 39 percent were single. This is an indication that, being NSSF member does not give any favour basing on marital status on whether the one is single or married.  

 In order to measure the level of awareness, the study went further by looking on respondents’ level of education. The respondents’ level of education ranged from secondary level to university level where majority of respondents had college level of education which constituted 48 percent followed by 39 percent of respondents with university education. These results implies that, majority of NSSF members are educated with enough experiences and knowledge on effects of diseases, the impact of using daily income for health issues as well as the advantages of having health insurance cover. The findings is supported by self awareness theory where it states that, is ones capacity to take oneself as the object of thought where people can think, act and experience while at the same time they can think on what they are thinking and experiencing (Duval, S & Wicklund’s R, 1972). 

Furthermore, the study looked at respondents’ employment status. As indicated in Table 4.1, majority of respondents of about 62 percent were employed in private sectors while 29 percent were in government sectors and the rest 9 percent in informal sector. The results imply that, NSSF have been enrolling members from different sectors without segregation in accordance to the working place. Therefore, every member in the society especially in Temeke region where the study was conducted has the chance to join NSSF and then after three months, he/she possesses the required qualification of being a SHIB beneficiary. 

4.2 Level of Awareness of NSSF Members on the Services Provided under Social Health Insurance Benefit (SHIB)
In order to come-up with proofs that  the level of awareness has an impact towards membership enrollment into SHIB package services, the study went further by investigating the level of members’ awareness on the termed services and its relation to enrollment as presented in Table 4.2, 4.3(a), 4.3(b), 4.4 and 4.5. 

Table 4.2: Respondents on the Membership Enrollment into SHIB Package
    Response	   Frequency	     Percentage (%)
    Enrolled                                  	         45 	            45
    Not enrolled	         55                                        	            55
   Total	       100	           100
Source: Field Data (2016).


Table 4.3 (a) : Performance of SHIB Membership Enrollment for three YEARS -  2013/2016
   YEAR 	NSSF REGISTERED MEMBERS	ENROLLMENT OF SHIB MEMBERS	PERCENTAGES
  2013/2014	   16,205	        4,433	27.36%
  2014/2015	   15,113	        5,389	35.66%
  2015/2016	   19,817	        5,171	26.09%
    Total	   51,135	       14,993	29.32%
Source: NSSF Temeke Annual Reports (2013 – 2016)

Table 4.3 (b): Detailed Performance of  SHIB Membership  Enrollment for Three Years (2013/16)
YEAR 2013/14
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Table 4.4: Cross-Tabulation between Awareness and Enrollment of SHIB   
                 Members
Frequency	Response	Percentage (%)
	Aware	Not aware	
Enrolled SHIB members                             	45		            45
Non-enrolled SHIB members	21	34	            55
   Total	66	34	           100
Source: Field Data (2016)

Results collected from the questionnaires filled by NSSF members as presented in Table 4.2 which indicates that membership enrollment into SHIB package services, shows that, majority of respondents of about 55 percent proved not to be enrolled into SHIB program while only 45 percent of the total respondents were enrolled.

Table 4.5: Correlation between the Educations offered by NSSF to its 
                Members and the Level of Enrollment into SHIB Program
Frequency	Response	Percentage (%)
	Agree	Disagree	Not sure	
Enrolled SHIB members                             	23	14	8	            45
Non-enrolled SHIB members	8	41	6	            55
   Total	31	55	14	           100
Source: Field Data (2016)

The results were concurrent with the data collected by reviewing NSSF Annual Reports of three years from 2013 - 2016 as presented in Tables 4.3(a) and 4.3(b) , whereby it was revealed that only 29.32 percent of  the registered members were enrolled into SHIB package services. This was as a result of the analysis done on the trend of registration of new members versus their rate of enrollment in SHIB package services after fulfillment of the qualifying condition of three months’s remittance of contributions to the fund. This implies that, the rate of joining SHIB package services among NSSF members has been noted to be very low as compared to the registration of new members as per the analysis done in the above stated three consecutive years. The study went further by investigating on the factors for low level of enrollment of members into SHIB package services by looking on awareness factor. The data collected through questionnaires filled by NSSF members were analyzed. 

NSSF members were asked if they are aware of the health services offered by NSSF to its members and if they have joined with the services. The responses were computed by cross-tabulating the two variables of awareness and enrollment as indicated in Table 4.4 . The results indicates that, all respondents of about 45 percent who were enrolled in SHIB package were aware of the services offered by NSSF (i.e. SHIB program) while for the side of NSSF members who were not yet enrolled, about 34 percent of them reported not to be aware with the health services offered by NSSF, while about 21 percent of respondents were aware of the health services. 

Furthermore, the study investigated on if NSSF have been successfully in conducting awareness programs (seminars, workshops) on SHIB package services to reach all NSSF members both in formal and informal sectors. The results in Table 4.5 indicates that, about 41 percent out of 55 percent of respondents who are not enrolled into SHIB program disagreed with the statement meaning that NSSF have not been successfully in conducting awareness program to its members on SHIB package while only 23 percent out of 45 percent of respondents enrolled in SHIB program responded positively to the statement. The results analysed under the objective one which aimed to identify the level of awareness to NSSF members on the Social Health Insurance Benefit (SHIB) imply that, NSSF members have not been joining SHIB package services not because they do not want to join but because they lack awareness on the benefits of SHIB package to them. These results are supported by Self Awareness Theory (Duval, S & Wicklund’s R, 1972) which states that, it’s the level of awareness that determine someone’s actions, behavior and experiences. 

The results also are concurrent with the results driven out by Dr. Bawa K. S on the study on ‘Awareness and Willing to Pay for Health Insurance: An Empirical Study referenced from Punjab India’ in the International Journal of Humanities and Social Science (2011). The study was conducted in Punjab and 600 questionnaires were filled from randomly selected general public, out of which 563 found to be suitable for analysis. Firstly, the study examined the respondents who were either aware or not aware about health insurance as well as various sources of awareness; Secondly, those who were aware or if they were subscribed it or not; thirdly, those who were not subscribed ; and last  the study focused on the willingness to join and pay for it. The results showed that there was a low level of awareness which affected people on their willingness to join the package plus any other factors.

4.3 Perception of NSSF Members on the Quality of Health Services provided under SHIB Package
During the study, the information on the members’ perception toward the qualities of health services offered by NSSF under SHIB package was collected. The analysis was done based on the data collected through questionnaires from NSSF members and interview conducted to NSSF Staffs while supported by review of the relevant documents. The discussions were based on the results as presented in Table 4.6, 4.5, 4.6 and 4.7:
                 
Table 4.6: Responses on if NSSF Staff help Members to be Enrolled Easily                   After Satisfying all the Eligibility Criteria
Response	Frequency (Respondents)	Percentage (%)
Agree                      	29	29
Disagree	71	71
   Total	100	           100
Source: Field Data (2016)

                   Table 4.7: Response on the Quick Response from NSSF Staff in Solving 
Members’ Problem and giving Feedback to them
Response	Frequency (Respondents)	Percentage (%)
Agree                      	20	20
Strongly agree	4	4
Disagree	76	76
   Total	100	                     100
Source: Field Data (2016)

Table 4.8: Response on if Accredited Medical Providers’ Offers Quality Health Services to the Members
Response	Frequency (Respondents)	Percentage (%)




   Total	100	                     100
Source: Field Data (2016)        
Table 4.9 : Response on NSSF Members’s Perception on the Health Services   offered under SHIB Package
Response	Frequency (Respondents)	Percentage (%)




   Total	100	                     100
Source: Field Data (2016)

Based on the study findings as indicated in Table 4.6 , about 71 percent of the total respondents responded through questionnaires disagreed with the statement that NSSF Staffs help members to be enrolled into SHIB package after satisfaction of all requirements while only 29 percent agreed with the statement. Through these statistical data, it is evident that enrollment of members into SHIB program has been negatively impacted with poor services from NSSF staffs at the time of member’s enrollment. That might be one of the reason on why the number of SHIB members have not been increasing each year compared to the number of registration of new NSSF members to the Fund.

Furthermore, the study investigated on members’ perception on quick responses from NSSF staffs to the members of SHIB in case when they are encountered with the problems and if NSSF Staffs provide the feedback after solving the problem. The results were as presented in Table 4.7 that, about 76 percent of the total respondent disagreed with the statement while about 20 percent agreed and lastly 4 percent strong agreed with the statement.  These data necessitate that the response from NSSF staff toward solving their members’ problems is poor. That can be also concluded as among any other factors responding to the question on why enrollments of SHIB members have been poor for the years. 

In addition to that, the study focused on the members’ perception on the accredited medical providers in the provision of quality health services to the members. The results were as presented on the Table 4.8 whereby about 78 percent of the total respondents disagreed with the statement that accredited medical providers offer quality services to the members, while about 14 percent agreed. Based on the data above it means that NSSF members have been join with the low pace with the SHIB package services due to the fact that, the services offered by accredited medical providers are of low quality. 

The study results is concurrent with the Health belief model of 1950 where it suggests that peoples’ beliefs about health problems, perceived health benefits of action and barriers to action and self efficacy explains engagement of an individual into health promoting behavior (Carpenter and Christopher, 2010). That, if an individual believes that a particular action will reduce susceptibility to a health problem or decrease its seriousness, then the one is likely to engage in that behavior regardless of objective facts regarding the effectiveness of the action. Due to that, poor medical services provided as presented by respondents might affect the enrollment of members. 

Furthermore, the study gathered the information on the members’ perception on the health services offered under SHIB package as compared to other public and private health insurance services. The  results were as indicated in Table 4.9 that majority of respondents of about 55 percent viewed the services at a moderate level, followed by 26 percent who responded that the services under SHIB are poor while the rest 19 percent responded positively that the services are excellent. The results implies that, there is a possibility of NSSF members to hesitate to join SHIB package services because they view the services provided under SHIB package is at low and moderate levels. 

The study findings are supported by Glanz (2008) in his article Health Behavior and health education: theory, research and practice that, health related behavior are also influenced by the perceived benefits of taking action. They referred perceived benefit as an individual’s assessment of the value or efficacy of engaging in a health-promoting behavior to decrease risks of diseases. Therefore, it is a proof that, NSSF members are always not joining SHIB package after making comparisons of quality of services with other health insurance service providers. 

However, in order to cross-check the information on the members’ perceptions and its impact on membership enrollment, the researcher interviewed NSSF staff. The results from the NSSF staff were similar to that of questionnaires that majority of NSSF members perceive the SHIB services as of low quality and  thus why they prefer to use private firms health services like MEDEX, STRATEGIS’s etc. Cementing on that, another NSSF staff reported that the members’ perception on SHIB services is negative especially for those who have no experiences with the offered services as compared with the beneficiaries. Based on the above findings it is evident that, perception had an influence toward people’s decision and choices in using the offered services. 
The study findings is concurrent with Self Perception Theory of Berry (1972) which states that, people decide on their own attitudes and feelings from observing themselves behave in various situation. Thus, the extent those internal cues are weak, ambiguous, or un-interpretable, the individual is functionally in the same position as an observer who must necessarily rely upon those same external cues are so weak or confusing them effectively put the person in the same position as an external observer. 

Furthermore, the study findings corresponds with the study by Aggrey, M and Appiah, S (2014) on their study of influence of clients’ perceived quality on health care utilization. A cross-sectional study involved health clients ranging from 18 to 70 years who accessed health services in Kumasi. A total of 400 clients were involved from ten health facilities for the study. Data were collected through interviewing using semi-structured questionnaires using SPSS and analysed into descriptive and inferential statistics with STATA 11. The results were that, majority of subscribers assessed healthcare with their National Health Insurance (NHI) cards. Eight percent (8%) had never accessed healthcare with their NHIS cards. Respondents’ reasons included not falling sick and low quality of healthcare under the NHIS. 

Respondents 216 (54%) indicated delays in seeing a doctor, getting laboratories done, and accessing health care as a whole. Seventy-four percent (74%) of the entire population attributed both NHIS and cash and carry systems as the payment methods associated with delays in health facilities. Clients who viewed the overall results of the quality of health provision as good or very good were more likely to access healthcare with NHIS card as compared to those who rated the overall health provision as poor or very poor (OR=2.1; p<0.01). It was concluded by the study that, the perceptions and experiences of clients with quality of health provision influence their utilization of healthcare under the NHIS scheme. Increased enrollment in the scheme should be supported with provision of quality services to enhance clients’ satisfaction.

4.4 Procedures used by NSSF to offer Health Service Insurance to its Members
The study investigated on the procedures used to enroll NSSF members into SHIB package services in order to cross-check if it has an impact toward poor enrollment of SHIB members. The information was collected through interviews with NSSF staff due to the facts that are the ones involving in the process of enrollment. During the interviews, 7 staff members which is equivalent to 70 percent of the total staff members involved during the study had a complaints on the procedures used in the enrollment process of NSSF members in SHIB package services.

The current procedures as were presented during the interviews revealed that enrollment of SHIB beneficiaries is carried out by NSSF Field Offices. NSSF members are required to fill the forms in triplicate requesting to be SHIB beneficiaries. Then the insured persons have to submit properly filled enrollment form (Form SHIB 3) in triplicate copies together with marriage Certificates, Birth Certificates for the children, three passport size photographs for each beneficiary and any other document as may be requested by the Fund. That, for the purpose of making payment by the Capitation system, each beneficiary has to be enrolled to only one Accredited Medical Provider within one year in order to access health services. They further reported that, medical care services provided under SHIB intends to cover, restore, improve and maintain the insured person and dependants.
 
The procedures above were reported to hinder the improvement of the process of enrolling members into SHIB program. During an interview, one of NSSF staffs reported that, the current procedures involve more manual forms which consume time on filling them while causing inconveniences to both parties i.e. NSSF staffs, the accredited medical providers and the beneficiaries. Cementing on that, another interviewee argued that the current procedures are not proper as almost all the processes are done manually which results into inconveniences. That keeping the manual files which are piled up may lead into inconveniences when members come for services and be informed that the files are not seen.







5.0 CONCLUSION AND RECOMENDATIONS
5.1 Chapter Overview
This chapter provided general conclusion and recommendations on the factors affecting enrollment of members in health insurance services – The case of NSSF SHIB Temeke region. Both findings and discussion were largely summarized in a wider perspective in considerations of the literature reviewed purposely to provide relationship between the findings and objectives of the study. Accordingly, appropriate recommendations were provided to the respective organization to enable her taking actions towards improving the enrollment of SHIB members. Furthermore, the areas where more researches are needed to be conducted have also been mentioned for those researchers who are interested to conduct studies in the similar field. Finally the chapter ends with chapter summary.

5.2 Conclusion
Enrollment of SHIB members in among NSSF registered members in Temeke region have been very low for so many years as was proved by NSSF annual report where only 14,993 equivalent to 29.32 percent out 51,135 NSSF members were enrolled into SHIB package services within range of years from 2013 to  2016 (NSSF Temeke Statistical Reports, 2016). This proves that there is a low level trend of enrollment of members in SHIB package where several factors were identified including awareness, perception and procedures used.

In the provision of health services, awareness was proved by the study to have both positive and negative impact. This is on the sense that, awareness determines peoples’ choice on how to act up on a certain behavior. It was identified by the study that the level of awareness to NSSF members on social health insurance benefit (SHIB) is what makes the number of members enrolled to the health services to be low. The study found that, education has great impact toward enrollment of members in any service, since it is where people can get knowledge and decide to react basing on the experiences given. This was further uncovered by Bricon-Souf, N and Newman, C. R on ‘Context awareness in health care’ as published in international journal of medical informatics(2007) where it was concluded that a deeper understanding of which aspects of context are important in a health care setting. The inherent socio-technical nature of context- awareness of applications in health care matters most on the application of health programs in the social context.

Members’ perception on the services was proved to have the great impact toward the enrollment process as it has been a challenge to NSSF staff in their process of increasing SHIB members to the Fund. Perception had greater impact toward people’s decision and choices. Other members fail to join SHIB services due to their perception that the services offered under SHIB package are at a low level as compared with the offered services by other health insurance organizations e.g. NHIF, MEDEX, STRATEGI’S e.t.c. 

However, members perception toward NSSF staffs on helping them during enrollment process and at the time when they are encountered with the problems were poor. All these reasons resulted the NSSF members to hesitate to join the SHIB services. Moreover, the procedures used in enrollment of members into SHIB package have been causing inconveniences to both parties (NSSF staff, members, accredited medical providers) due to the fact that manual enrollment processes consume more time and unreliability of the delivered services. 

5.2 Recommendations
5.2.1 Recommendations to the NSSF Management
i.	Since the study has revealed apparently the awareness has great impact toward enrollment of SHIB members, this study recommends concerted efforts to be done using newly ventured channels of communication to raise awareness  among NSSF registered members. This can be done through media adverts or regular seminars conducted for further trainings.
ii.	It was proved by the study that, NSSF staffs offer less help support to the members during the process of enrollment as well as at the time when SHIB members encountered with the problems. The study recommends that, there must be concerted improvements in the customer services among staffs so that to attract more NSSF members to join the health insurance services.
iii.	It was proved that NSSF staffs do not provide feedback on time especially where it reach a time of  solving members’ problems. It is recommended that, the management team should find a permanent solution on the matter . Majority of service customers value the good service only when they have been provided with prompt feedback after reporting service problems to the NSSF staff. 
iv.	Enrollment  procedures was proven by the study to cause some inconveniences to both parties (Staff, Members and Accredited Medical providers). It is recomended for the NSSF management  to review the processes so that to improve the services rendered to the customers.  
v.	The study revealed that, in some of the accredited health care  facilities, the services provided are of low quality which include inadequance of medicines, doctors, long queues  and other related services whereby it is recommended for the NSSF management to make close follow – up efforts to rescue the said scenario.
vi.	The study further recommend to the NSSF management to carry out regular qualitative surveys to determine the changing needs , expectations and perceptions of her members regarding the concrete reasons on why NSSF members in both formal and informal employment sector become  reluctant to be enrolled into SHIB package services. 

5.2.2 Recomendation to the NSSF Members 
i.	The study uncovered that awareness among NSSF members is one of the noted hindrance towards their enrollment of SHIB package services, while the management team reported to offer brochures to them for their awareness of the Fund’s services. It is recommended to the members to have the tendency of reading the service brochures offered to them so as to attain the service knowledge.
ii.	The study also recommends for NSSF Members to join the SHIB services since it aims at solving their health problems instead of having negative perceptions which later affect their well.

5.2.3 To the Employers
i.	The employers should cooperate with the NSSF staff to  enroll their employees(NSSF members) into SHIB services as it will help them to reduce the burden of covering their employees with high charged medical services.
ii.	Presence of assurance of free medical insurance to their employees will help them to increase the productivity and hence to maintain  profitability growth of their companies.

5.3 Areas for Further Research
Since the main focus of the study was to explore the factors affecting enrollment of members in social health insurance services, other studies can be conducted to assess the challenges facing people who have no access to any of the health insurance services for both youth and retired aged groups ( insured  and non – insured persons) so that to come up with the strategies that can be used by the social security authorities like NSSF and the government at large to ensure that every tom,dick and harry (every one)  is covered with  health insurance services.

5.4 Chapter Summary   
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Appendix 1: NSSF Temeke Management and Staffs: Interview guiding questions 
This study is premised in collecting information related to the Research study titled “Factors affecting enrollment of members in Health Insurance Services -The case of NSSF SHIB- Temeke Region”. This study is conducted by Open University of Tanzania student who is carrying out a research as a part of fulfillment of a Master’s degree program. Any information provided will be strictly remaining confidential to the researcher and will be used for academic purposes only. 
You are therefore kindly requested to respond to the interview questions so as to achieve the anticipated purpose.

A. Personal Information (Fill in the blank the appropriate choice)
1. Designation……….………………………. (Management, Staff)
2. Marital Status…..………………………….. (Married, Single, Widowed)
3 Level of Education…….…………………. (University, College, Secondary)
B. Study questions
1.   To what extent do you think that NSSF members are fully aware of the  
       Social Health Insurance Benefit (SHIB) provided by NSSF scheme?
…………………………………………………………………………………………
2. What do you think about the tendency of some members to hesitate
   /afraid to be enrolled with SHIB package while it is always insisted that 
   is a free service to them?
…………………………………………………………………………………………
3. To what extent do you think that the current marketing promotional strategies   
    have been successfully enough to promote the Fund’s offered benefit services    
    including SHIB package?
……………………………………………………………………………………………………………………………………………………………………………………
4. What do you think about the NSSF members’ perception on the quality  
    of services offered under SHIB package as compared to other 
    Public/Private Health insurances schemes e.g. NHIF, MEDEX, 
     STRATEGIES?
…………………………………………………………………………………………
5. Do you think that almost all sources of members’ complaints such as 
    insufficient medicines, poor customer services have been always dealt  
    with promptly for solutions by Accredited medical providers/ SHIB 
    coordinators?
……………………………………………………………………………………………………………………………………………………………………………………
           6. Are the current procedures of enrolling SHIB members sufficient
              enough to encourage good customer care and hence to increase
              enrollment rate of our  members?
……………………………………………………………………………………………………………………………………………………………………………………
7. Should there any need to change/simplify the current enrollment
    procedures by using initial registration particulars filled in
    NSSF/R.3A’s for issuance of SHIB services to our members instead 
    of filling again the SHIB  forms?
……………………………………………………………………………………………………………………………………………………………………………………
8. What are the Benefits of SHIB Packages which can be used as
      competitive advantages to attract more customers (members) to join     
      as compared to other insurance schemes?
……………………………………………………………………………………………………………………………………………………………………………………
9. What do you think are the big challenges that SHIB package services 
   faces since its inception up to now?	
……………………………………………………………………………………………………………………………………………………………………
10. What do you think can be good strategies to improve SHIB enrollment 










Appendix 2: Questionnaires for NSSF Members
This study is premised in collecting information related to the Research study titled “Factors affecting enrollment of members in Health Insurance Services-The case of NSSF - SHIB Temeke”. This study is conducted by Open University of Tanzania student who is carrying out a research as part of fulfillment of a Master’s degree program. Any information provided will be strictly remaining confidential to the researcher and will be used for academic purposes only. 
You are therefore kindly requested to respond to the questionnaire so as to achieve the anticipated purpose.

A.	Demographic Information (Please circle the appropriate answer)
1. What is your age?
             a. 18 – 29 years	b. 30 – 39 years 	c. 40 – 49 years 	
             d. 50 – 59 years 	e. Above 60 years 
 2. What is your marital status?
	a. Single 	b. Married 	c. Divorced 	e. Separated 	e. Widow
3. What is your level of education? 
	a. Primary 	b. Secondary		c. College		d. University 

B.	Study Questions (Write a letter of the appropriate answer in a box)
1. What is the type of your employment sector?
(a) Public
(b) Private                            
(c ) Informal
         (d) Other
 2. Are you aware of any health insurances services offered by NSSF?
(a) YES                                                                                  
(b)NO
3. If the answer in question.3 is YES, then what is the name of health  
                insurance benefit offered by NSSF?
  (a)  NHIF
  (b)  MEDEX
  (c ) STRATEGIS
  (d)  SHIB
  (e)  I do not know

4. NSSF has been successful in conducting awareness programs    (seminars, 
    workshop) on SHIB package services to reach all NSSF members both in





E.	I am not sure

           5. Have you been enrolled into SHIB services?
              (a) YES                                                                        
              (b) NO
6. What are the requirements of joining with SHIB services?
            (a) To have the ability of paying extra money apart from normal NSSF   
                  contributions.
             (b) Being NSSF members for at least three (3) months.
            ( c) Being a member for at least 1 year.
            (d) I am not sure.

vii.	Who are the dependants covered under SHIB principal members?
(a)	Spouse, Parents, Children
(b)	Spouse, Children not exceeding 21 years
(c)	Spouse, Children and any other relatives
(d)	I don’t know






























xiv.	 SHIB package reduce the financial burden to the employers, members and    their family.
(a)	Agree
(b)	Disagree
xv.	Enrollment procedures are so difficult which result into low rate enrollment of members.
(a)	Agree
(b)	Disagree
                    
                  












DODOSO KWA WANACHAMA WA NSSF
Lengo la Dodoso hili ni kukusanya maelezo kwa ajili ya kufanya utafiti wa “Sababu zinazosababisha Wanachama wa NSSF kutojisajili kwenye Fao la Matibabu (SHIB) – Eneo la Utafiti ni Ofisi ya NSSF – Temeke”. Utafiti huu unafanywa na mwanafunzi wa Chuo kikuu huria kama sehemu ya kumaliza kozi ya shahada ya uzamili. Maelezo yote yatakayotolewa yatakuwa ni siri na ni kwa matumizi ya kimasomo tu.
Hivyo basi unaombwa kuyajibu maswali hili kukamilisha lengo husika.
A.Maelezo Binafsi (Tafadhali zungushia jibu sahihi)
    1. Una umri gani?
                a. miaka 18 – 29 	b. miaka 30 – 39 	c. miaka 40 – 49  	       
                 d. miaka 50 – 59 years 	e. Zaidi ya miaka 60  
     2. Hali ya ndoa?
     a. Sijaoa/olewa	b. Nimeoa/olewa 	c. Mjane 
    3. Kiwango cha elimu? 	
     a. Msingi	b. Sekondari	   c. Chuo	d. Chuo kikuu

         B.Maswali ya Dodoso (Andika herufi ya jibu sahihi kwenye boxi)
1. Ajira yako iko kwenye sekta gani tajwa hapo chini?
(a) Utumishi wa umma
(b) Sekta Binafsi                            
(c ) Ajira Binafsi
(d) Nyingine
2. Unafahamu lolote kuhusu Bima ya Afya inayotolewa na NSSF?
(a)  NDIO                                                                                 
(b) HAPANA












5. Umejisajili na Huduma ya Afya ya NSSF?
    (a) NDIO
    (b) HAPANA
6. Nini sifa za kujiunga na Bima ya afya ya NSSF?
(a) Kuwa na uwezo wa kuchangia zaidi ya makato ya kawaida ya NSSF
(b) Kuwa mwanachama wa NSSF kwa muda usiopungua miezi mitatu
( c) Kuwa mwanachama wa NSSF kwa muda usiopungua mwaka
(d) Sina uhakika
1.	Nani wanaotambulika kama wategemezi kwenye Bima ya Afya ya NSSF?
(a)	Mwenza (Mke/Mume), wazazi, watoto
(b)	Mke, watoto wasiozidi umri wa miaka 21
(c)	Mke/Mume, Watoto na ndugu wengine
(d)	Sijui
2.	  Wafanyakazi wa NSSF wanawasaidia wanachama wenye sifa za kujiunga 
   na huduma ya bima ya afya kwa kufuata taratibu zilizowekwa.
(a)	 Nakubaliana nalo
          (b)  Nakubaliana nalo kabisa
          (c) Sikubaliani nalo
                      (d)Sikubaliani nalo kabisa
3.	Inapotokea wanachama wamepata matatizo ya huduma ya matibabu,   
 Wafanyakazi wa NSSF wanawasaidia haraka iwezekanavyo bila   





4.	Hospitali zinazotoa huduma ya Bima ya Afya ya NSSF hawatozi 





11. Hospitali zinatoa huduma nzuri kwa wanachama wa Bima ya Afya ya 





12.  NSSF inakata makato zaidi ya mchango wa kawaida wa NSSF kwa
       huduma za  Bima ya afya
(a)	Nakubaliana nayo
 (b)Nakubaliana nayo sana
          (c )Sikubaliani nayo
          (d)Sikubaliani nayo sana





14.  Huduma ya Bima ya Afya ya NSSF inapunguza gharama za matibabu   




15.Taratibu za kujiunga na Huduma ya Bima ya Afya ni ngumu sana kiasi 




              
                   NASHUKURU SANA KWA MCHANGO WAKO!!!!!!!!!


Likelihood of Engaging in 
Health Promoting Behavior 


























-	Members’ perception on the package
-	Perceived Benefits by members
-	 Members Awareness of the product
-	Improved Quality Services
-	Enrollment procedures
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